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CHAPTER I
INTRODUCTION

The purpose of this thesis is to present the various aspects of
surgical.psychiatric ccliaboration as they relate specifically to
cosmetic and reconstructive surgery, and to study the psychological
problems which confront the surgeon when he accepts patients for these
types of procedures.

If positive results are to be obtained from cosmetic or recon-
structive alteration, numerous facets of the patient!s personality
structure must be scrutinized and interpreted. Who are the people who
seek such precedures? What are their motivations? Are they undergoing
psychotic or non.psychotic reactions to their disfigurement? What are
the personality characteristics which make them responsive or unrespon-
sive to surgical correction? What will be their probable reaction to
the surgical expsrience? Are they high risk or low risk patients as
far as their personality stability and the anticipated surgical result?
If improvement occurs, is it subjective or objectiver Will the improve-
ment likely be temporary or sustained?

By obtaining pre-operative expert psychiatric advice the surgeon
can better ascertain the answers to these gquestions and thus choose and
refuse his candidates accordingly. In this manner the greatest possible
number of patients can be helped, whether this help be surgical or
psychiatric, while unnessary surgical procedures, generally associated
with poor subjective results, can be minimized.

It will be beneficial to pause here to define several of the terms

used in this paper and to explain why this partieular format was chosen.






Inmates of penal institutions who are offered cosmetic and re-
pairative procedures will also be discussed in a separate chapter
since prison inmates show greater psychopathology than a normal popu-
1ation.h7

Before entering into a discussion of the various surgical
procedures and their specific psychological problems, it will be
germain to delve into the historical background of surgical-psychiatric
callaboration and to:discuss body image, with reference to normal
development, reaction to injury, and reaction to removal of the defect,

since the primary goal of any plastic procedure is its improvement.



CHAPTER II
BODY IMAGE

Each of us carries a mental image of his' own appearaﬁce.so Enge117
includes this image in that awareness of self as an individual differ-
entiated from other individuals. Body image is built on two sets of
factors: the actual sensory experiences concerning the body, and the
psychologic factors which are an outgrowth of personal, emotional ex-
poriences.5° With reference to the first factor, Fisher33 suggests that
the close correlation of specific body image attitudes to specific
classes of social experience is the child's earliest method of adjust-
ing to his environment. For example, the extention of a child's yand
in his mother's direction would be a body image attitude; her holding
it would be a social experiénce. To explain this further, Jacobson, et.
al.uo state that whenever the child is called upon to learn new roles,
or master unusual excitation, he feels it necessary to translate them
into body terms.

One means of such "translation" is in modeling behavior, usually
called identification. This is the most conspicious adaptive device
toward the end of the first year and throughout the second year of life.
76 Harmonious identifications drop out of awareness and provide a base
for integrated patterns of behavior in which affeet is used effectively,
flexibly, and adaptively., Conflicted identifieations bind affect and
there is set a pattern of character responses which interfers with the
refinement and mastery of old problems at new levels of devalopment.uo

An application of this is the case where the symbolic representation of

the problems evolves in a sense of facial deformity which provides a



symptomatic solution as an alternative to more direct dealings with
eonflicted feelings., This will be discussed further in dealing with
the conflicted feelings of the rhinoplasty patient.

Noyes and Kolb68 state that not only does a child develop his
own bodily perceptions but he also takes unto himself the attitudes of
others toward his body and its parts. When a child has a deférmity,
he very early learns its location if those around him are curious about
the defect, If his parents develop a selfconscious attitude toward the
defect, he will also perceive this and adopt a similiar defensive
behavier,6,16,45,79

As the child grows into adolesence much of his psychic energy is
again spent in establishing his own identity.38 At the conclusion of
childhood, identity, in outbalancing the potentially malignant domin-
ance of the infantile superego, permits the individual to forgo exces-
sive self.repudiation and the diffused repudiation of others, Such
freedom provides a necessary condition for the ego!s power to integrate
matured sexuality, ripemed ' capacities, and adult commitments.32 It
will become increasingly evident that many of the plastic surgery
patients discussed here never attain this level, Seltzer74 explains
this quite simply by stating that a person with sufficient negative
feelings about self will find relief in correcting something outstanding
in his personal appearance, since he is seldom able to change, by aet of
will, the basic qualities that are responsible for his attitudes. Those
persons who have more positive feelings toward self are able to ignore
their physical perculiarities and live comfortably with them; even find

satisfaction in them.



It has been repeatedly pointed out that there are two major areas
of medical concern when dealing with the plastic surgery patient. One
is objective, the anatomic deformity. The other is subjective, the

sense of deformity.é’hl'uz’81

Both are important when dealing with the
reconstructive surgical patient. The latter is of greater importance
when dealing with the cosmetic surgical patient.

Cosmetic patients will be dealt with further in another chapter.
Under scrutiny here are those persons with gross deviations from the
norm, and possible severe body image distortion.

Hollandor39 states that beauty may only be skin deep but ugliness
goes deeper to involve the mental and emotional as well as the physical
realn. There is an old saying: "A man'!s face is his fortune.* Clarkson

0 and Ta:ior79

indicate the close relationship which links facial
appearance, bodily proportion, and the overall function and structure
of human beings to their morale and personal identification, including
their sexual fantasies, hopes and fears. It is consciousness of these
factors which ultimately leads men and women to seek bodily reconstruc-
tion of any kind.

wWhat is it that happens when the person is different? MaeGregor!s
52 study reveals that one of the basic difficulties associated with a
deformity evolves from social perception, that is, what a person appears
to be to others, and the impression he gives because of his looks. From
what is socially perceivable, we form impressions, generally impulsively
rather than critically, and tend to react adversely toward those whose
faces are ugly or marred by an unsightly feature. Such individuals not

only must often make personality adjustments to their distorted



reflections, but they are sometimes impelled to behave in a manner ex-
pected of them though it be contrary to their basic needs and desires.
This in turn may produce severe psychological conflicts and make ade-
quate adjustment difficult, if not impossible.215* Shakespeare
expressed this quite aptly in Henry VI:

Then since the heavens have shaped my body so
Let hell make crook'd my mind to answer it,

This was one of the hypotheses which gave birth to thirty years of re-
constructive surgery in our state and federal penal institutions.uv'ug’
70,75

Behind the deformity often lies mental anguish, anxieties, restricted
Joy of living, and even seclusion and isolation from mankind?g However,
unless personally affected by such a disability, it is difficult to
understand its emotional impact and the frustration caused,’3 It has
been said that a large and noticible defect offers no inconvenience or
psychological reaction, no hinderance to ocur success or well being when
it's on someone elsefs face.lo Even the most casual observer will agree
though, a deformity is generally considered a handibap in a culture
where soclal distinctions are based upon age, sex, race, physical
normality and attractiveness.39 Since there is this definite social
premium based on physical attractiveness, those who look different are
believed to be different and therefore are treated differently.52

Many physical traits are used to stereotype people., Several
writers have noted the fact that people e¢lassify one another by their
physical appearamo::e:.]'0’1’7’55 Almost everyone who reads the comic
strips can conjure up a mental picture of the Wtypical® criminal type

and the ®typical® milk-toast with his chinless face,



Mbar1058 goes further to separate the face as an expression, the
face as a mask, the face as a mirror, the face as a labal, and the face
as a symbol, He states that the face is a prime organ of emotional
expression., The first impression of someone else!s face makes the
most intense emotional appeal. Simply because of man's physognomic
prejudices about the face as a mirror of the soul, several facial forms
and structures have automatically become labels for speeial characteris-
tic evaluations., These include a high forehead indicates intellect,
thick lips indicate sensuality, a high promenent nose indicates the
person is of Semitic origin, and a blank expression implies an empty
mind. None of which are true.

Finally, what happens when a deformed person undergoes a recon-
structive operation? The initial effect of the procedure is a sym-
bolic change in the body image with the liberation of affects pre-
viously bound, The process is the opposite of that seen when a person
suddenly receives a deformity by some form of trauma with consequent
use of massive denial which involves the body image.72 Hbyar6z
suggests the term "dedenial.® A patient discussed by Berg7 summed
this up very nicely when she said, *It's hard to explain what the change
means to me, I feel so good inside, so acceptable to myself.* Causing
these changes by whatever surgical technique can be of psychotherapeutic
importance.1°'2°’5°'7u



CHAPTER III
THE ROLE OF THE PSYCHIATRIST IN THE MANAGEMENT OF
THE PLASTIC SURGERY PATIENT

Historical Baekground

In 1597, Tagliacozzi,78 considered to be the father of modern
plastic surgery, wrote: ¥We restors, repair, and make whole the parts
of the face which nature has given but which Fortune has taken away,
not so much that they delight the eye but that they may bouy up the
spirit and help the mind of the afflicted."

In the 1920's, papers were appearing regarding the mental aspects
of patients seeking surgical procedures in general., In 1922, Boothl3
made a weak reference to the feelings associated with some deformities
in his discussion of the technigues of various plastic procedures.

In 1929, Bettmanlo stressed the importance of the surgeonts consideration
of the patientt!s psychological reaction to an anticipated surgical
procedure, It was not until 1934, that a surgeon and a psychiatrist
collaborated in presenting the psychoanalytic aspects of the plastic
surgery patient. These pioneers were Updegraff and Menninger.al In
1936, Blair,ll'12 a surgeon, wrote two papers in which he stated that
plastic surgery encompasses a psychology that may be most difficult to
either interpret or satisfy. Although by 1938, much had been written
about post-operative psychosis, Abalesl was one of the first to seek
pre-operative psychological factors that may precipitate it.lu'21'22'26'
36,56,57,64,83

In 1939, Baker and Smixhy made personality evaluations of 312

facial plastic surgery patients. From:this work they concluded: "Such
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patients make the physician realize that his responsibility includes

the person as well as the operative field.* 1In 1942, a psychiatrist by
the name of Boutschzs wrote an article on some psychoanalytic observations
in surgery. She stated that the psychiatrist is inclined to blame the
surgeon for his unfamiliarity with psychological processes, The
psychiatrist sees how many operations are staged out of the patientts
neurotic motives. She would like to see the surgeon an ally in combating
these motives rather than accepting them,

In 1944, Hhc!bnzieSu discussed the relationship between neurotic
feelings of inadequacy and the indication for plastic surgical procedures.
In 1948, the first in-a series of ten year studies which involved cos-
metic and reconstructive operations on inmates of penal institutions
was written, Pick's’0 epic work revealed that thers is a relationship
between a physical deformity and criminal behavior.

Not until 1949, are a surgeon and a psychiatrist found to collabor-
ate again. These investigators were Linn and Goldman5o working at the
Mount Sinaji Hospital in New York City. They presented 58 patients
requesting rhinoplasty. From this study there emerged an over-all
characteristic of the group, a constellation of symptoms which they
designated the psychiatric syndrome of the rhinoplasty patient. They
also set down short and long term psychological effects of the surgical
procedure and were able to asecertain what, in their opinion, constituted
contraindiecations to surgical interwvention,

In 1950, Hill and Silver.J® also a psychiatrist.surgeon team,
working at the Neuropsychiatric Institute in Ann Arbor, Michigan,
reported on the multiplicity of underlying incentives which prompt

people to undergo plastic surgical alterations.



Also in 1950, MacGregor and Schaffner,53 a sociologiét and a
psychiatrist, made a careful sociological and psychiatric survey of 73
patients before and after rhinoplasty. From their study it is evident
that applicants for this procedure should be carefully screened. They
found that the motives given for the operation often were not the real
ones.

In 1952, Palmer and Blanton,®9 surgeon and psychiatrist, also
advocated evaluation of the mental state of every patient who seeks
surgical correction of a nasal deformity. In doubtful cases they
recommended psychiatric consultation.

Therefors, from their meger beginning in the writings of Taglicozzi,
through periods when they were dealt with by psychiatrists and surgeons
working alone, up until they instigated surgical-psychiatrie collaboration
which was slow to cateh on, the psychiatric aspects of the plastic
surgery patient have become the nidus for a voluminous amount of research.
From the preceding historical background it would appear that a large
part of this work was undertaken prior to 1952, Actually, the great bulk
of the literature has been published in the past ten years. It is the
opinion of this author that the recent work which has been the most
helpful, the best documented, and approached in the most scientific
manner has been undertaken at the Johns Hopkins University under the

direction of Meyer, Edgerton, Jacobson, and others since 1957.2?,28,29,
309"0'“1,“2’61'62’8’4’



Psychiatric-Surgical Collaboration

From the material presented in the chapter on body image it can be
readily appreciated that when cosmetic and reconstructive procedures are
contemplated, the ultimate goal may be a change in the body image of the
patient seeking the procedure. Are the surgeon and the patient capable
of understanding the psychological implications of the desired change?
If not, then what aid can the psychiatrist offer to both the surgeon
and the patient?

From the literature reviewed, a composite of the areas where the
psychiatrist can contribute to the clinical management of the plastic
surgery patient is presented.

The first area is that of psychological screening. An attempt is
made to identify severe personality problems and, in this way, perhaps
prevent untimely surgical intervention,20,29,41,53 This evaluation
would also be useful in assessing the patient's capacity to withstand
failure.19 The various authors differ in opinion as to whether or not
the seriously mentally ill patient should undergo these types of pro<
cedures. Clarksonzo states that there is an attempt to break away from
the rigid conservative approach where the psychotic patient would not
be offered a plastic procdedure, For sarefully selected individuals he
advocates plastic revisions as part of a combined psychiatric and sur-
gical treatment of psychotic and psychoneurotic states. To varying
extents Linn and Goldman,so Meyer and Edgerton,61 and Hill and Silver38
all agree,

The second area is in the clarification of the patient's expecta-
tions and motivations both to the patient and to the surgeon.""1 Pre-

operative psychiatric consultation may allay the patient's indecision
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and convince him in his own mind that he either does or does not require
surgical intervention. Neuman67 found that in those patients with vague
wishes for a plastic operation, an accurate description of the surgical
procedure, stressing the possible complications, is sufficient to dster
a substantial number, The remainder should be referred to a psychiatrist
for clarification of their motivations,

The third area is that of definitive psychotherapeutic intervention.
1,67 In this realm are those patients who need psychiatric treatment
of their emotional disturbance prior to consideration of a surgical
procedure. Since many psychiatric problems are manifest by a patient's
anatomical concern, correction of the underlying emotional problem may
remove or minimize the patient!s sense of deformity. Also, expert
psychiatric advice can be very helpful in finding alternative solutions
to the problems of those patients who are ultimately refused an operation.

The psychiatrist's fourth contribution is in his role as a liaison
between the surgeon and the patient.53'67 The patient may give informa-
tion to a third party that he feels is not jmportant to the surgeon.

For example, a psychiatrist may be alerted by ambivalent feelings toward
the operation which could destroy the pos=ibility for a good over-all
result even when a good surgical result is obtained. Another case is
post-operatively when the grateful patient may be more honest with the
psychiatrist than the surgeon in an attempt not to hurt the surgeon's
feelings. Edgerton3° found this to be most true of the women who had
undergone rhytidectomy. They were so pleased with the over-all result
that they failed to report minor imperfeetions to the surgeon., By
operating as a liaison, the psychiatrist can see that all of this

information is brought to the surgeon's attention.
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The fifth area is in dealing with the parents of a deformed child
whether the deformity be congenital or aquired. Psychiatric help is
useful in an attempt to lessen the guilt and/or depression that almost
always coexist in these situations and that are so readily perceived by

the child,16+45,79

The sixth area is in the management of emotional confliets at the

time of the oper&tionao

and in the facilitation of a healthy psychologie
developmant post-opératively.ul Since the surgical alteration of a
deformity often initiates or catalyzes a healthy psychologic change, the
psychiatrist!s intervention at this time may be useful in consolidating
these changes.

It can again be stressed that there are two concerns when dealing
with the plastic surgery patient, the anatomic deformity and the sense
of deformity. The surgeon has no choice as to whether or not he will
or will not be involved in both areas. His only choice is how he will
be involvedhl and how much he will allow clinical psychiatry to con-

tribute to the successful management of his patients.



CHAPTER IV
COSMETIC SURGERY

Cosmetic surgery has been termed the "Necessary Unnecessary
Surgery."ss A variety of physiologic malfunctions which plague the
human body are accepted as valid indications for surgical intervention.
To operate for psychologic reasons extends to the parameters of
surgery.ug The plastic surgeon who does cosmetic surgery trudy:
commits himself to psychologic medicine,.

In 1936, Biairll stated that he was rearsd in the most orthodox
of medical surroundings and for this reason he had often dismissed
those patients who presented with minor defects, with some good advice
rather than preying on their pocketbooks. Years later, and in the
light of what he had learned about the psychological problems of
these people, he felt that he had neglected many oportunities to do
good,

Aurricht3 believes that the justification of any surgical pro-
cedure is the good it does for the patient. Any surgery, including
cosmetic surgery, is connected with pain, and discomfort. What are
the motives of a person, who, &nticipating pain, discomfort, and
knowing the risk of complications, willingly enters the hospital, lies
down on the operating table to submit to an operation? It is not
vanity which drives them to this declsion since vanity is usually a
desire to excel our fellow man, The majority of these people desire
only to be inconspicious.3’“9’59'82

The borderline cosmetic defect will be presented first since it

is common to the subsequent procedures and is perhaps the most deeply



rooted in psychological problems. Rhinoplasty, rhytidectomy and mamma-
plasty will be presented in that order.

The Borderline Cosmetic Defect

No hard and fast rules can be set down as to what constitutes a
genuine disfigurement. In persons seeking plastic surgical recon-
struction for severe and demonstrable physical defects, the external
need for the operation is so obvious that the psychological impulse
urging them to have it pesformed may be assumed to be entirely rational
and conséious.el

Van Duyn82 believes that when the defect is not obvious, the
decision of whether or not to operate may be far less easy to make and
may now need to be based, not so much on the expected percentage of
improvement as upon the attitude of the patient himself toward his

imperfection. Blair12

reminds us that the casual request for this or
that may be a timid expression of the deepest of heartfelt desires.
Several authors have concluded that the borderline cosmetic defect
is often well worth correcting, because it may not always be what we
actually look like to the outside world that most affects our self
confidence and behavior, so much as the way we think we look.3'5°'7u’82
Others disagree, warning that although an accurate evaluation is often
difficult, the patients who seek surgery because of slight deformities
or minor cosmetic problems should be screened carefully. Often they have
serious personality problems, unrealistic expectations, and an exag-
geratad preoccupation with their “deformities!53'6?'69 If the requested
procedure is preformed in these cases, the patients are usually dis-

satisfied with the results.
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The case that must be considered with special care and in which
the operation should at least be postponed is that of the young in-
dividual who has begun to blame the presence of a relatively small
imperfection for some recent social or scholastic failure., These peo-~
ple should probably not be separated from their excuse as long as the
psychologic need for it persists.82

It is the opinion of this author that Clarklon20 has presented a
very excellent psychological classification of patients requesting
plastic operations and that two of the catagories are apropos to the
discussion of the borderline defect. The first is a non-psychotic
reaction in which the patient's personality disorder or emotional ill.
ness can be described as immature, disturbed or damaged. These people
focus a large proportion of their overt amxiety or distress upon mar-
ginal disabilities or deformaties, not necessarily otherwise likely to
be regarded as requiring plastic alteration. A proportion of these
patients can benefit from plastic operations as a part of the overall
therapeutic plan., Others may require psychotherapy, with considerable
modification of symptoms, before specific surgery can stand its chance.,

The second catagory is a psychotic reaction where the patientt!s
psychotic illness is characterized by delusions about normal anatomy.
Plastic surgical intervention is contraindicated. The patient needs
psychiatric care,

In summary, when a person with a marginal defect demands operations
for reasons that seem vague, unconvincing or inadequate to the surgeon,
the success of the operation depends largely on hew it ministers to the
patient'!s hidden needs.3'6'5°’7u'8l'82 A1l of these patients should be
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carefully screened from a psychological standpoint.53:67+69 Some may
benefit from plastic procedures as a part of the overall therapeutic
plan.20’3°'61'7a Others may require psychotherapy.zo’au

Rhinoplasty

Rhinoplasty refers to any of several plastic procedures preformed
on the nose whether its purpose be to lengthen, shorten, straighten or
remove unwanted contour, Ethnic and hereditary background produce the
largest number of *deformities.">”

When we talk about the appearance of the nose what we really mean
is the effect of the nose upon the fa.ce.3 The nose is the most con-
spicious structure in the Human body.3'5° There is no way to hide it
except by hiding the entire face.so

In many expressions, the unconscious phallic meaning of the nose
Plays a role. A large nose is a symbol of sexual potency. The wish
to make it shorter and smaller may symbolize a defense against one's
own sexual drives.58 Cyran§ de Bergerac, who felt his sexual drive
ugly, is the classic example.

Since the nose is an organ with segondary sexual characteristics,
it undergoes a period of increased growth at puberty and for this
reason the psychiatric syndrome of the nose rarely begins befors this
time.5o Rhinoplasty patients frequently give a history of rejection,
ridicule, or discrimination beginning in the pubertal period.38

In determining why these people ultimately seek plastic revision,
notivation is found to be based on three groups of factors.62’79 The

first are the conscious factors; these being the culturally implemented
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and realistic wishes for beauty, attractiveness and acceptance. The
second group are the preconscious factors. These include a precon-
scious awareness by the patient of relatively rigid, restrictive,
parentally-gquired attitudes toward sexuality and the feminine role
which effectively block the expression of basic emotional and instinctual
life, Secondary affects of shame, guilt, and anger derive from this
sense of being blocked and add to the sense of physical deformity. The
third group of factors are unconscious. They involve deeply rooted,
ambivalent identification with one or both parents, generally the
father, This ambivalent identification is actively disavowed by the
patient. The fact that the sense of facial deformity actually does act
in the service of denial and bind affects is most explicitly demonstrated
in the acute and occasionally even explosive derepression of affects
that are observed in the immediate post-operative period, chiefly the
first five days.’9162 s has been stated previously, the initial effect
of surgery is the liberation of affects previously bound, 72

More simply, the following sequence of events is postulated. The
patient had an early ambivalence toward her mother, She then identified
through imitation with her father as a partial solution. Later there
was a consolidation of character structure on the basis of identification
with her father. She then desires to remove a feature which, to her,
has assumed male symbolism. Pest-operatively there is an explicit
reconciliation with her mother and an expression of resentment at her
father for having encouraged her in the tomboy role.62’?9

It was found that even in the older and married patients, the

mother's reaction of approval or disapproval toward the result is the
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major concern of the patient. In a significant number of patients
there has been definite increase in actual intimacy and mutual respect
between the mother and the patient.62 Many patients have a sense of
increased feminity.5o These facts add support to the idea that a
sequestered ambivalence in the patient'!s identification with her mother
is of central importance in the patient's sense of ugliness and facial
disharmony and in the request for rhinoplasty.62

Symbolic equivalence between the nose and genitalia, both male and
female, does not throw light on why one person rather than another comes
to focus on a sense of nasal deformity. Who, then, is the rhinoplasty
patient?

Although numerous papers have been written on the various aspects
of rhinoplasty, it is the opinion of this author that there have been
three significant studies undertaken with respeet to the psychological
aspects of the rhinoplasty patient. These are the studies of Meyer,
Jacobson, et. al..u‘z’62 Hill and Silvar38 and Linn and Goldman.50 Since
their findings differed quite markedly in some respects, each study will
be discussed and its conclusions presented. It will be helpful to keep
in mind that the publications of the first authors appeared ten and
eleven years respectively after the others,

Meyer, Jacobson, et. a1.62 report 30 consecutive women who came to
the plastic surgeon for consideration of rhinoplasty. Deformities of
traumatic origin were not included. The patients spent from one and a
half to eleven hours with the psychiatrist prior to the surgical pro-
cedure and were then followed during their hospitalizations with atten-

tion toward behavioral aspects on the surgical ward. They were seen in

the post.operative period at two weeks, two months, six months and one
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year. A battery of psychological tests were given pre-operatively and
six months post-operatively. These patients had been relatively free
from physical and psychiatric illness; however, a psychiatric diagnosis
was made in 16 of the 30, Of these, only one was psychotic. Of the
remainder, two were severely neurotic, eight were obsessive personali-
ties, and four were schizoid persomalities, The traits of the 14
patients on wvhom the psychiatrist made no diagnosis also tended to be
obsessiomalschizoid. Since these authors state that they found little
psychiatric illness in the pre-operatiwve period, the above list of
diagnoses could perhaps best be clarified by a statement they made in
another article:28 "The vast majority of people so diagnosed (personal-
ity trait disorder) would, at most, come to non-psychiatric attention
as 'shy', *rigid', 'timid' and so forth."

The complaint of these patients was generally a sense of disharmony
or inappropriateness between the shape of the nose and the rest of the
face., It was generally characterized as being too long. Two-thirds of
the patients identified their nose with that of their father; stating
it would look better on a man's face,

From their candidates they concluded that the "typical" female
rhinoplasty patient is plain in appearance, rigid, muscularly awkward
or constrained, tense and apparently shy. They have a striking absence
of histrionic trends or conversion symptoms,

Twenty-six of the 30 patients were operated. Ten of these had
significant post-operative emotional disturbances., Three of the tén had
acute disorganizations of psychotic proportions lasting up to six weeks.
The other disturbances were brief reactions involving a mixture of anx-
ious, panicky, and depressed feelings, most commonly on the third post

operative day,
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Linn and Goldman's>® study included 58 patients who sought rhino-
plasty. These patients were seen by a psychiatrist two or more times
pre-operatively and at least six times at various intervals post-oper-
atively. No attempt was made to screen patients for the surgeons or to
treat psychothesrapeutically patients who were qQbviously in need of
treatment. Because of the nature of their study, all of the patients
were operated in sequence purely in accordance with the surgeon's
surgical judgement.

They found that only five percent of these patients requested the
operation for vocational reasons, e.g., entertainers who were often
forced to meet certain conventional standards of beauty in order to
obtain jobs. With few exceptions they found that most of the others
were clearly ill from a psychiatric point of view., These illnesses
varied from minor neurotic reactions to overt schizpphrenic psychoses.
No indication is given in the article as to how many were actually

psychotic. However, eleven years later when Linn62

commented on the
work of Meyer, Jacobson, et. al., he stated that he found far more
mental illness in the pre-operative period.

From this study there emerged an over-all characteristic of the
group which they designated the psychiatric syndrome of the rhinoplasty
patient. This syhdrome of excessive self.consciousness relating to the
nose, results in constriction of bodily movements, plainness of dress,
shyness, seclusiveness, and anxiety in social situations. This is in
complete agreement with the previously described ®typical®: famale rhino-

plasty patient,
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Although no definite figures are given, they state that they found
very little psychological turbulence in the immediate post-operative
period. They concluded that the contraindications to rhinoplasty are
rare., Psychosis is a rare complication; that is, the danger of pre-
cipitating a psychosis where none existed before is minimal.

Linn and Goldman describe the surgical effect as an immediate
reaction of elation with a rapid reorganization of the patient's mental
image of himself., Preoccupation with the nose disappears and anxiety
and awkwardness decrease, The long term effect is a level of adjust-
ment between the pre-operative state of maladjustment and the initial
post-operative elation.

Hill and Silver's>® study included 48 consacutive plastic surgery
patients who underwent careful psychiatric interviews either -before or
after their surgical procedure$. No cases of trauma were included, Of
the 48 patients, 39 were rhinoplasty candidatés. The ratio of men to
women was about two to five. Each of these patients spoke of some
altered emotional pressure in his environment prior to consulting the
surgeon.,

Although only one patient in this study was psychotic, an over
W elming number of neurotic patients presented themselves with no other
complaint than their discontent with their appearance. The authors
concluded that it would not be much of an axaggeration to state cate-
gorically that the desire leading to actual consultation of the surgeon

hould in itself be regarded as a symptom of neurosis. They also
stated that if their series is any criterion, it would be the exception
to find the motivation for plastic alteration a wholly rational response

to a realistic situation,
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In reference to the post.operative results they state that, in
general, if the psychic energy bound to the unpleasing aspect of the
body image has been of little defensive value to the ego and has given
little secondary gain, the prognosis for the emotional response to the
surgical procedure is favorable,

In summary, all three studies are in general agreement; however,
Meyer, Jacobson, et. al. report less mental illness in the pre-operative
period and more turbulence of a psychological nature in the post.opera-
tive period than was reported in the other two studies. It appears to
this author that thése three sets of men are using different criteria for
what they term psychological problems and that, in fact, all three are
describing a group of patients with a great deal of underlying and
overt psychopathology.(Table I).

For completeness, two further studies are included. MacGregor and
Schaffner§3 a soclologist and a psychiatrist respectively, have very
completely listed both the social and psychological motives compiled
from a series of 73 applicants for rhinoplasty. Most of their observa-
t ons have been discussed and therefore will not be repeated. In addi.
t on they enumerate factors which might contraindicate rhinoplasty.
These are given as: (a) a confused, vague, or unconvincing request;

(b) a complaint not justified by the actual appearance; (c) the defect
the patient wants corrected is less noticible than one he ignores; (d)
expsctions from the operation are excessive or obscure; (e) outlook
for surgical improvement will not meet the patients hopes; (f) the
patient's psychologic unreadiness for an operation; (g) the request for

the operation is due to pressures of others rather than to the conviction



TABLE. I

SUMMARY OF THE 127 RHINOPIASTY PATIENTS

Meyer, Jacobsen, et.al, Linn and Goldman Hill and Silver
Year of Publication 1960 1949 1950
Rhinoplasty Candidateés 30 58 39
Number Operated 26 58 39
Psychological Work-up Used yes no no
in Deciding to Operate or
Not
Reason for Seeking Plastic General sense of dis- Five percent for Some altered environ-
Alteration harmony or inappropri- vocational reasons. mental pressure
ateness between the No reason given for
nose and the rest of the remainder,
the face
Description of the Psychotic -- 1 All were psychiatri- Psychotic -- 1
Psychiatric Problem Severely neurotic -- 2 cally ill (This varied All others neurotic
Obsessive personalities from minor neurotic
-8 reactions to overt
Schizoid personalities schizophrenic psychosis)
Remaining 1l tended to be
obsessionalschizoid
(no psychological
diagnosis made)
Psychological Findings’in Significant postopera- ~Very little psycho- No findings reported

the Immediate postopera- tive emotional distur- logical turbulence
tive Period bance



TABLE I CONTINUED

Meyer, Jacobsen, et.al. Linn and Goldman Hill and Silver
Phenotype Conclusions The "Typical" Female The Psychiatric Syndrome All neurotic (The act
Rhinoplasty Patient: of the Rhinoplasty of consulting with
Plain in appearance, Patient: the plastic surgeon
rigid, muscularly Excessive self-con- should be considered
awkward or constrained, sciousness relating to a symptom of neurosis)
tense and apparently the nose results in
shy constriction of bodily

movements, plainness of
dress, shyness, seclu-
siveness and anxiety in
social situations

Opinion of the Authors foward Favorable change in Favorable change in the If the psychic energy
Their Over-all Result the patient's psycho- patient's psychological bound to the defect
logical function function has been of little

defensive value to
the ego, prognosis is
favorable



27

on the part of the patient; (h) a history of hypochondriasis with
requests for operations of various kinds without an adequate cause;
(1) previous rhinoplasty which failed to please the patient; (j) a
history of consistent, severe maladjustment in life situations; (k)
placing the responsibilities for his difficwlties in 1life outside
himself, without insight into his own part in them; and (1) a history
of past psychiatric disturbance, which requires consideration whether
or not the operatidn may upset the emotional equilibrium.

It is readily appreciated that, while these are good points to
keep in mind, if the plastic surgeon subseribed to all of these
contraindications, he would be extraordinarily conservative in his
approach, Most writers take an intermediate stand and many even
advocate a plastiec operation as part of a physio-psychotherapy program.

The second study presented for the sake of completeness is, in the
opinion of this author, a rather strange and yet unique slant on the
long term psyehological aspects of the facial plastic surgery patient.
The idea, propagated by ngrlo58’59 and to the author'!s knowledge not
yet expounded on by other writers, is that the owners of the new con-
ventional faces made possible by plastic surgical techniques are, in
the late post-operative period, desirious of having their ®unconven-
tional®* faces back. He thinks that after a person has been raised to
be ®well.adjusted*® in a society that demands conformity, he becomes a
faceless personality. Following a plastic surgical alteration, these
people feel as though they have given up the nucleus of their per-
sonalities. They want to have their old identity back in a last rebel-
lion against the molding, conforming influences of society. Meerlo
believes that self acceptance even with a crooked nose is the beginning
of self affirmation.
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Rhytidectomy

Rhytidectomy and "face-lifting" are terms that loosely describe
eight or ten different plastic operations used to returm the face and
neck to a more youthful appearance.30

The face is the chief element in the external representation of
the personality.ss'81 As the face changes with age, so does the
observers perception of the personality. For example, there is the
stereotyped personality that is expected from the little old lady with
gray hair and wrinkled face. If she were to dye her hair red and have
her face lifted the observer would expect an entirely different person-
ality to emerge.

Harw8537 cites several theories of aging. These include colloidal
aging theory, energetic theory, intoxication theory, somatic mutation
theory and the free radieal theéry. While it is not the purpose of
this paper to elaborate on these various postulations, it can be simply
stated that the changes seen during senescence are primarily those of
an atrophic nature: loss of contraetility, fragmentation of collagen

tissue, basophilic degeneration of elastic fibers, and fragmentation

and hyalinization of collagen fibers.ua

These changes lead to relaxa.
tion of the skin and allow it to fall in folds and wrinkles., It is the
effect of these folds and wrinkles on the psyche that concerns us here.
At the present time the changes associated with aging are progres-
sive and there is no feasible way to prevent them on a permanent basis.
s Rhytidectomy, however offers an interlude during which the appear.-
ance may be congiderably improved. This procedure usually results in
making the patient look five to ten years younger. The change is real

istic enough to account for the almost universally happy response.38
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According to Masters and Robinsonss the surgical correction is not
permanent and the loss of skin elasticity slowly recurs over a three
to five year period. Rhytidectomy can be repeated however this is
seldom carried out as the vast majority of patients desire only tem-
porary relief of a sudden and premature aging process rather than
eternal youth,

Edgerton, et.a1,30 report their findings from a series of 106
consecutive patients seeking facial plastic surgery for sagging skin,
A rhytidectomy was preformed on 64 of these patients., No procedure
was preformed on the other 42 because of a decision of the patient,
the surgeon, or the psychiatrist. In a few instances the decision was
made for economic reasons.

Sufficient data were available on 72 of the 106 for meaningful
psychiatric analysis, Of the total number of patients, 91 percent
were female and nine pere¢ent were male,

From their observations they concluded that the ®*typical face
1ift® patient is a 48 year old, white, married, Protestant woman of
upper middle income status. 8he is gaimfully empleyed or engaged in
civic and cultural activities in her community. She is eager to con-
tinue her active participation in life,

Seventy-four percent were diagnosed as having some associated
but not primary psychiatric disorder. However it must be pointed out
that simtrai studies show up to 80 percent of all types of patients
coming to large medical clinics have seecndary psychiatric disorders,
30,79 e that as it may, 34 of these patients were given a psychia.
tric diagnosis. The most common diagnesis was neurotic depressive,
Others made frequently were emotionally unstable personality and passive

dependant personality.
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Younger patients, espscially those less than 40 years of age, were
found to have greater past and present problems with personality ad-
justment. These observations led to careful screening of the motiva-
tions of the patients in the different age groups. Thus the female
patients were divided into three groups by age.

Those between the ages of 29 and 39 were labled the emotionally
dependant group. They constituted 22 perecent of the total. Long
histories of internal psychologic conflicts were elicited. They tended
to be insecure and dependant on their spouses. They had difficulties
in assuming the responsibilities of adults and had hostile dependant
attitudes toward their parents. They were of lower economic status and
were less concerned with social prestige thai the older patients,

Those between the ages of 40 and 50 were designated the worker
group, They constituted 37 percent of the total. Their major motiva-
tions were to meet vocational requirements for a youthful, attractive
appearance. Most held professional or semiprofessional jobs. They
tended to be careful shéppers about surgery and further tended to de-
mand that rhytidectomy would remove all signs of age.

Those 50 years of age and older were entitled the grief group.
They represented 40 percent of the total. Two-thirds of this group
was grieving over the death of a spouse or separation from children.
They stated that they thought the operation would give them self
confidene¢e, self-esteem, and a new chance to make friends. If looked
for, underlying depression was very common in this group.

The characteristics of the group of people who sought rhytidec-

tomy but who were not operatad are also impertant. These persons



tended to be significantly younger in age, had a higher incidence of
previous psychiatric treatment, and suffered from a much higher in-

cidence of family disruption in childhood. Of this group 50 percent
were refused the operation on psychiatric or physical grounds.

Post-operatively the course was generally mild and without
sefious emotional disturbance. This was noticeably different from
rhinoplasty and augmentation mammaplasty patients studied at approxix
mately the same time also at the Johns Hopkins University.29'62

Every patient receiving rhytddectomy said she was glad she had
undergone the operation, There have been few procedures in surgery
that are so uniformily satisfactory to patients., They also observed
a high level of objective improvement in the life situations of the
patients post-operatively., Hill and 811v0r38 agree with the almost
universal happy response., They add that for certain reactive depres-
sions, for example the death of a spouse, the operation in addition
to supportive psychotherapy has given remarkable results and has a
good prognosis. For patients undergoing an involutional depression
the procedure is of less value,

According to Edgerton, et. a1,30 5 satisfactory psychological
result depends on: (a) the patient's approach to the operation; (b)
the relationship established with the surgeon; (c) the amount of
actual anatomic improvements the facial skin and subcutaneous tissue
permit; (d) the potential for realistic improvement in the patient's
environment as a result of the surgical experience; and (e) the amount

of "feed-back" (vote of approval) from friends and associates,
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In Webb'sSH

follow-up of the patients in Edgerton's series he found
that all but one expressed satisfaetion with the results. In some of
these cases the surgeons had judged the anatomic change to be only

fair, Those who seemed most pleased were the middle.aged individuals
who, following rhytidectomy, experienced a positive, definite change in

their life situations.,

Mammaplasty

Mammaplasty refers to operations which are designed to remold the
breast tissue, Two groups of breast deformities are of concern to the
plastic surgeon who peeforms cosmetic surgical alterations. These are
micromastia and maeromastia,>>

Although as darly as 1922, Boot‘.hl'3 noted the embarrassment which
may accompany large pendulous breasts, very little has been written on
the psychiatric aspects of mammaplasty. Incidently, this was before
the advent of augmentation mammaplasty.

Edgerton and Hcclafy27 feel that "reduction® mammaplasty (for large
breasts) is primarily an anatomical problem and that the relief of the
physical difficulties will usually yield a happy result. In eontrast,
they feel that "augmentation® marmaplasty (for small breasts) is usually
requested by patients with emotional problems and occasionally by patients
with no obvious anatomical defect,

In 1958, Edgerton and aniarya? reported on a series of 32 women
who were seen at the Johns Hopkins University for consideration of
augmentation mammaplasty. These patients presented as a heterogeneous
group by all ordinary criteria, Several were diagnosed as seriously
mentally ill; however, the majority were within the limits of “normality,*
as these limits are ordinarily defined,
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In all except two of the patients, almost all of their feelings
were focused on the contour and size of their breasts. There was a
uniform feeling of great pleasure to "get the operation.' All reported
the feeling of inadequacy since puberty. A notably high incidence of
shaming had occured in the childhood experiences of these patients and
a very high incidence of divorce and separation among their parents was
found --- 86 percent of the two-thirds interviewed in regard to this
point.

Interestingly, all of the patients studied by the psychiatrist were
involved in major life alterations3 most commonly separation or divorece,
90 percent, or in major readjustments within a marriage.

All except one of the patients were married and almost all were the
dominant members of their marriages with rather astounding passivity
noticed in many of the husbands. This and other data confirmed the
general impression that the women in this group were in some respects
more active and competent than their spouses, A high proportion of the
home situations were attended by a latent depressive reaction.

The patient!s concept of herself was "unacceptabls;® ®hollow,"
"empty inside," and *inadequate." The deepest meaning of the punishment
for having no breasts, or small breasts, was related to guilt about
affectionate and sexual feelings for their fathers., The phallic
symbolism of the breasts is frequently reeognized,

The results of the operations were unquestionably successful. Not
only did the anticipated change in self image occur, but the gains have
been consolidated with increased social ease, loss of self consciousness,
and with a change in the fixation of feelings on the breasts. The pre-

diction that some other fixation would develop has not been borne out.
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In 1961, Edgerton, Meyer and Jacobaon?? presented further surgical
and psychiatric evaluetions of mammaplasty. Their follow-up of the
original 32 patients revealed that all remained pleased and al}l stated
they would have the operation again. It should be noted that the
material (polyvinyl alcohol, *Ivalon*®) used in these initial patients
tended to harden with time. This, however, did not seem to have a
deliterious effect on the subjective results,

Further studies were undertaken with two more groups of women,

The materials (polyurethane and polyether) used differed and less hard-
ening was noted. The results again were highly satisfactory from a
psychiatric standpoint,

From these later stulies?? the average augmentation mammaplasty
patient was derived. She is a white, married, Protestant housewife,
aged between 27 and 33 years. She tends to be in the middle socio
economic class and she is likely to be involved in a strained marriage.
A high percentage have a history of depression.

Since about half of these patients had acute transient emotional
disturbances in the immediate post.operative peri,odg8 these authors
concluded that a joint approach by the psychiatrist and the surgeon is
necessary in the treatment of some of these patients. The psychiatrist
can help in picking the proper time for an operation and thereby reduce

the danger of post-operative depression.



CHAPTER V
RECONSTRUCTIVE SURGERY

Reconstructive surgery refers to the rebuilding and reconstructing
of damaged or destroyed areas and to the repair of congenital malforma-
tions.39 Since the damage to the person's body image is different,
congenital and early aquired defects will be separated from the defects
aquired later in life. A disfigurement occuring earlier in life would
have been incorporated in the body image as it deweloped, whereas a
person who has been disfigured later in life will suffer different emo-

tional trauma because readjustment of his body image is necessary.79

Congenital and BEarly Aquired Defects

At one time it was frequently stated that a surgical procedure in
a child under the age of three years is a traumatic experience and that
elective surgery is best postponed until at least the age of five years.
43,48 Hthregor52 concluded that if elective surgery cannot be under-
taken in the first year of life it may be best postponed until the child
can understand what is said to him., Kreshy and Simonl+5 strongly dis-
agree, It has been their experience that a child under the age of five
may suffer keenly from a disfiguring conganital defeet and that this
unhappiness may be responsible for more serious damage to the child's
ego than would a series of surgical precaedures. It is their feeling,
and that of others, that the repair of these defects should be under-
taken as early as is compatible with the infant's physical ability to
undergo the procedure.lé’us’sg

When the child is deformed, the parents are likely to adopt a

self conscious attitude both toward the defact and toward the child.



16,45,64,79,§A11 parents have intense feelings of guilt.¥5 Even the
very small child perceives these attitudes and adopts similiar self
conscious behavior with its concommitent anxiety.16'u5'79 In the child,
as in the adult, the attitude of the afflicted toward his deformity will
depend to a large degree on the attitude of his associates,69'79 in this
case his parents. If they accept his defect and treat him normally, the
abnormality of appearance has little emotional significance.79 Several
authors have observed that the everpresent consciousness of an inferior
appearance, especially if aquired early in life or congenitally, tends
to #wart the normal development of the personality.5u'79

Kreshy and Simonu'5 state that parental attitudes should be discussed
in detail and joint conferences of parents, pediatriciam, psychiatrists,
and surgeon must take place in order to set up a treatment program
adequate both physically and emotionally, Brytlé further states that
when the corrective procedure must be delayed for technical reasons,
preventive mental health measures are strongly indicated. The paréents
should be taught how to recognize and avoid over-protection and they
should be prepared for the frustration of attempting to treat the child
in a normal manner. Again the interdependance of the surgical-psychias

tric team can be appreciated.

Defects Aquired Later in Life
Blairll points out that while certain defects are so evident that
one is not likely to seek less obvious reasons for their correction,
these patients frequently have a reaction that is not taken into account
by the surgeon when he is planning his swrgical approach. The psycho-

logical impact associated with a sudden change from normal to grotesque
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may be severe.55 What are these psychological reactions and why do
some people accept a traumatic deformity with 1little apparent psychie
trauma while others immediately seek the help of the plastic surgeon?

69

Palmer and Blanton™” answer this at least in part by stating

that the capacity of a person to tolerate deformity depends te a large
extent upon his previous character pattern. ﬁrytls;lé warns that it is
extremely pertanent to know what experienees and personality disorders
the patient had prior to the occurance of the deformity. For example,
if the patient had been leading an isolated existance prior to the
incident he may unconsciously welcome the disfigurement as an explana-
tion of his isolation. The correction of the defect would retwrn the
patient to the dilemma which he was unable to resolve prior to the
event., In this case a good anatomical result could precipitate a
psychological break.

Of those patients who -do request plastic procedures for the cor-
rection of their deformities, most will fall into three of the cata-
gorles in the classification of patients requesting plastic operations.
20,79 The first catagory includes persons of normal personality and
mental health, In these cases the psychological effects of their
disabilities may be regarded as being purely secondary, and likely to
improve with the overall improvement effected by the plastic procedure.
The second group includes patients with immature, disturbed, or damaged
personalities who have the same deformities as the patients in the first
group. Individual reactions of such patients may vary widely and
careful psychiatric assessment is always desirable, The third group

includes psychotic individuals whose delusions or depressive reactions



center upon actuvally existent structural deformity. In these cases a
combined psychiatric-surgical assessment is manditory. Individual
delusions may be relieved by plastic correction but the psychotic ill-
ness remains,

In summary, the results obtained by corrective surgical proced-
ures preformed for aquired defects depends to a large extent on the
person's personality make-up prior to incuring the deformity. Most of
these people will fall into three catagories of psychological reactions
to their deformity. Where the surgeon is in doubt about a particular
patient'!s reaction, a psychiatric consultation is invaluable, If the

patient is psychotic, the consultation is manditory.



CHAPTER VI
THE MALE PATIENT

In the chapter on cosmetic surgery an attempt has been made to
deal only with female patients. In those cases where there have been
men included in the studies presented, they have constituted only a
small percentage of the total number of patients. The reason for
this separation is that the male who seeks cosmetic surgery is more
likely to be seriously mentally ill, Although only a few papers have
been written on the male patient, exclusive of studies on prison inmates,
all of the authors agree on this point.BO’bo'hz'so

Edgerton, et.al.'30 feel that when one reflects on'the cultural
barriers that a man must overcome before reaching the plastic surgeon,

it is surprising that so many arrive, even for consultation. who, then,

are these highly motiwated people?

)
l.uo evaluated the psychological aspects of 33 men

Jacobson, et.a
seeking cosmetic surgery. In this study they held psychiatric inter-
views, gave pre- and post-operative self administered psychological
tests, and made use of material from medical histories, observations of
the patients on the wards and in the clinies, and reports from the
nursing and surgical personal,

All of these patients had a minimal deformity that was not the
residuum of trauma or major congenital malformation. ' All of the com-
plaints and symptoms were of a cosmetic nature. No patient was ex-
cluded because of economic or social status.

From this study they were able to define the “typical® male

rhinoplasty patient. He is somewhat forelorn, gaarded and earnest.



His muscular tone is exaggeratedly relaxed, as if forced. His voice is
soft and his affect is one of worried, ggarded dreariness, lacking in
vigor. He is generally humorless and seems somewhat preoccupied,
Social amenities are handled awkwardly., He expresses the urgency
cormmon to all cosmetic patients, but he seems to feel as if it would be
unlikely that he could make this understood+ Dress, though neat, is
neutral and uncolorful with pesture and manner apparently designed to
be such that he can be easily owverlooked, Facial and vocal expressive-
ness are flat or fixed., He is not easy to interview, using stereo-
typed responses to keep distance and guard fantasy. When pressed, he
tends to repeat rather than expand; rapport with him is usually estab-
lished slowly and is hindered by his diffieulty for free and easy ex-
position. Affective display is not marked and when present has a drama-
tic quality, usually directed in services of power and frequently not
consciously related by the patient to the material under discussion,
In addition, 50 percent were Catholic; most were of Italian parentage.
Thirty-one of the 33 were given a psychiatric diagnosis. Seven
were diagnosed as being psychotic; six of these were schizophrenic.
Some of the features characteristic of the group were that all had
major problems about heterosexual effectiveness, all had a closer, more
comfortable relationship with their mothers than with their fathers,
and all the patients operated on expressed a sense of subjective satis-
faction. Even in light of the last feature cited, it was the opinion
of the psychiatrist that there was no marked change in the patients’

personality limitations,
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With reference to the motivations of these patients, conseiously,
they compare their personalities to their mother's and they are rela-
tively unaware of their intense rage of her. Most of the fathers of
these patients have been unavailable through absence, distance, rejec-
tion, or unsuitability. The patient's sense of deformity is frequently
linked with a conscious wish to dissociate himself from the father's
undesirable traits or weaknesses.u°'79 At the more unconscious level,
his motivation involves a wish to dissociate himself from a primitive
destructive rage, primarily directed at his mother, from which he has
not been helped or rescued by his father. Therefore, cosmetic concern
contains the joint message of his failure to master intense ambivalence
in relation to his mother and failure on the part of his father to help
him out of his situation. These confliets remain in the background of
all of his dealings with people and, in particular, with women.

Edgerton, et.al,30 included six men in their rhyti&ectomy series,
All of these patients had a past history of emotional illness and all
were given a psychiatric diagnosis as part of their plastle surgery
work-up, Daﬁecuvoirzu points out that the transition from youth to old
age may be more abrupt and stressful for women than for men because their
lives are more intimately bound to their "physioclogic destiny.® In addi-
tion to the cultural barriers already discussed, this may well be another
reason why so few men inquire about this procedurs.

In view of the diffficult personality problemg and the likelihood
of minimal success, psychiatriec consultation is advised for the male

patient who seeks cosmetic surgery.30'u0
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Edgerton, et.al.3° pestulate that as the cultural patterns
change, we may see more men of the less disturbed type seeking cosmetic

surgical procedures,



CHAPTER VII
PLASTIC SURGERY AND THE FRISON INMATE

From its meger beginning in 1937 when Pick7° was approached con-
cerning the possibility of pseforming plastic surgieal proesdures on
prisoners in the Illinéis penal institutions, the plastic surgery
program at these institutions had grown to include 22 states, includ-
ing Nebraska, in 1966. At that time twelve more states expressed a
desire to establish the program.75

The purpose of the first study was to demonstrate the assocliation
between bodily deformity and erime, This eoncept is indeed not new,
Shakespeare clearly refered to it in these lines from Richard IITI:

I, that am curtail'd of this fair proportion,
Cheated of feature by dissembling nature,
Deform'd, unfinish!d, sent before my time
Into this breathing world, scarce half made up,
And that so lamely and unfashionable

That dogs bark at me as I halt by them,

Why I, in this weak piping time ‘of peace,
Have no delight to pass the time,

Unless to spy my shadow in the sun

And descant on mine own deformity:

And therefore since I cannot prove a lover,
I am determined to prove a villain

And hate the idle pleasures of these days.

Pick's70 series included 556 defects that were repaired on 376
inmates over a ten year period ending in 1947. The majority of these
were obvious congenital and aquired defects, however 15 percent were
for cosmetic reasons.

From his study the following conclusions were made: (a) a physical
defect, though usually only a contributing factor, can be the dominant

cause of crime; (b) the correction of defects in these inmates strik.

ingly influences their conduct during incarceration; (c¢) removal of



such defects makes the inmate-far more confident of his re-entry into
society; (d) correction of the defect has salutary effects upon his
associates and family; and (e) a markedly low percentage (1.07) of
these inmates were returned to the prison over a ten year period.

In 1953, a ten year stuﬁy was started at the Oakalla Provincial
Prison in British Columbia.u9 Although Pick's name is not mentioned,
the purpose of their study, as they state it, is a repetition of his
conclusions.

They operated upon 450 inmates. Their most obvious result was an
improvement in general behavior. They also noted that those inmates
who had undergone plastie procedures were more ambitious in their
requests to learn a trade. Of those operated upon, there was a 42 per-
cent recidivism rate, whereas in the general inmate population it was
75 percent, Their conclusions were verbatum repatitions of the first
three that Pick made.

In 1954, a ten year study was begun in the Texas prison system.75
Over the ten years that followed, 1,321 plastic procedures were pre-
formed. The conclusions were much the same as those previously reported.
They also made a survey of the recidivism rate. Over a five year per-
iod 17 percent of the operated inmates as opposed to 31.6 percent of
the general prison population were returned with a new sentence upon
discharge,

In céncluding their discussion of this series, Spira, et.al.
state, "It would be egotistical and naive for a surgeon to assume that
a prisoner's successful return to society is made possible as adirect

result of a skillfully-pseformed operation, and that alone; but we are
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convinced that it does have a definite beneficial effect, and that the
elevation of his morale, or self-esteem, is manifested by a less
belligerant attitude toward others because of the new image of him-

self which has been projected to the outside world by means of plastic
surgery and which, subsequently, has been reflected in the mirror of his
own thought."

In 1967, Kurtzberg, et.al. 7 reported on a series of 433 subjects
from New York penal institutions. The hypothesis was that improvement
of self image is related to successful rehabilitation.

Candidates were selected from a group of short term male offenders
who had a defect reparable from a purely surgical point of view and who
had no significant psychiatric contraindications. The four most common
defects were nasal deformities, needle tracts (heroin addicts), facial
scars, and tatoos,

Psychologic tests were used in screening. The Minnesota Multi-
phasic Personality Inventory (MMPI) revealed that all prison inmates
show greater psychopathology than a normal population. The significant
finding was that inmates who requested correction of deformities were
even more disturbed than a control prison population. The rhinoplasty
group revealed the highest level of depression and rated highest on the
MMPT psyehopathic deviation scale., This coincides with the findings of
Jacobson, e'c.al.uo who reported a high degree of depression among
private male patients requesting rhinoplasties. Those requesting needle
tract removal also revealed a high level of depression, a frequently
observed personality characteristic of the narcotic addict. The facial
scar group scored higher on the paranoia and schizophrenia scales.

Both the facial scar and tatoo groups revealed a higher degree of



hypomania in relation to depression. This finding helped to explain
the frequent hostile behavior of those with facial scars and tatoos
seen during hospitalization.

Another psyshological test given was the Tennessee Self-Concept
Scale (TSCS) which measures five dimensions of self concept: physical,
moral-ethical, personal worth, family, and social (interpersenal).
The results of this test revealed that the prison population ranks
lower in self-esteem, both over-all and physically, than do normal
persons, Further, the over-all self-esteem of the inmates requesting
rhinoplasty and removal of needle tracts is significantly lower than the
other two groups and also lower than the prison control group. This
low self-esteem is related to the high level of depression that the
MMPI revealed.

Other psychological tests given were Sacks Sentence Completion
Test and Draw-A-Person Test. The findings from these two corroborate
those of the MMPI and TSCS.

The psychological contraindications to a plastie corrective pro-
cedure as determined by this study are an irrational over.emphasis on
the deformity and severe psychosis.

In the determination of motivation, rhinoplasty candidates were
found more often to mention appearance and functional impairment; often
emphasizing concomitant respiratory difficulties that were frequently
non-existent., The other three groups stressed social and vocational
handicaps. The rhinoplasty patients were more strongly motivated but

their reasons were frequently less rational.
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The patients in the four groups can be summarized as follows:

Rhinoplasty group: a.
b.
c.
d.
e.

Facial Scar group: a.

Tatoo group: a.

Needle Track group: a.

c.
de.

€.

low over-all self concept

likely to be depressed

strong, often irrational motivation

likely to be withdrawn and unrelated to people
more likely to be Caucasian

frequently incarcerated for assult

usually revealed bizarre thought processes and
paranoid tendencies

self concept relatively high

impulsive

poorly motivated

hyperactive --- oriented toward interaction with
people

preoccupied with physical self or image (this may
explain his interest in bodily adornment)
impulsive

poorly motivated

depressed

low self-asteenm

more likely to be Negro (needle tracts are more

conspicious on dark skin)

In summary, three papers have been presented all revealing that

improvement of self image plays at least a part in the recidivism rate

of prison inmates. The fourth paper deals mainly with the determination

of psychological prototypes of the various physical defect groups and

their motivations for requesting corrective procedures.



CHAPTER VIII
SUMMARY

A swrvey of the literature with emphasis on the psychiatric aspects
of plastic surgery has revealed that a voluminous amount of research has
been undertaken in this field; most of which reveals how deeply the de-
formities ameniable to this type of surgical correction are grounded in
psychopathology.

Since plastic surgery would never have evolved without the human
being's concern for body image, this is discussed briefly with emphasis
on development of a normal body image, psychological reaction to de-
formity, and finally psychological reaction to removal of the defect.

The role of the psychiatrist in the management of the plastie
surgery patient has changed and grown since the advent of the psychia-
trist-surgeon team in 1934. The six areas where the psychiatrist may
prove a definite asset are: (a) psychological screening; (b) clarifi-
cation of the patient's expectations and motivations; (c) definitive
psychotherapeutic intervention; (d) role of a liaison between the sur-
geon and the patient; (e) dealing with the parents of a deformed child;
and (f) helping with emotional conflicts at the time of the operation
and in the post-operative period.

Cosmetic surgery and the various views on the indications for
operating, especially when the defect is borderline are discussed. All
patients presenting with minor defects should be carefully screened
from a psychological standpoint. Some may benefit from plastic pro-
cedures as a part of the over-all therapeutic plan. Others may require

psychotherapy.
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In reviewing candidates for rhinoplasty, rhytidectomy, and mamma-
plasty, a great amount of overt and underlying psychopathology is
found. For each procedure the "i{ypical* patient has been determined.

Female Rhinoplasty Candidate: She is plain in appearance and
dress, rigid, muscularly awkward or constrained, tense, shy and anxious
in social situations. She is most apt to be neurotic and there is a
tendency toward an obsessionalschizoid personality.

Rhytidectomy Candidate: She is most likely to be a 48 year old
white, married, Protestant woman of upper middle income status, gainfully
employed or engaged in civic and cultural activities. She is eager to
continue her active participation in life, The most common psychiatric
diagnosis is neurotic dspressive,

Aygmentation Mammaplasty Candidate: She is a white, married, Pro<
testant housewife, age between 27 and 33 yoaés, who tends to be iﬂ the
middle socio-economic class. She is likely to be involved in a strained
marrital situation and is apt to have a history of depression.

Age of onset and duration of a deformity have been emphasized in
reference to reconstructive procedures since these are variables in the
psychic reactions. Parental handling is extremely important in congeni-
tal and early aquired defects where psychiatric intervention both pro-
phylactically and when emotional problems develop may be envaluable,

Psychic reactions to a defect occuring later in life are directly
related to the patient's previous character pattern. The persons who
request repair of this type of deformity fall into three catagories:

(a) normal persons whose daformity has. caused secondayy psychological

problems which are likely to improve with good results of the surgical
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procedure; (b) people with abnormal personalities who then become de-
formed have reactions which vary widely; therefore, psychiatric assess-
ment is always desirable; (c¢) psychotie persons whose reactioams center
upon an existent deformity. A combined psyehiatric-surgical approach is
manditory. Individual delusions may be relieved but the psychotic ill-
ness remains,

There is a consensus of opinion that the male patient who seeks
cosmetic surgical procedures is likely to be seriously mentally ill,

The ®typical™ male candidate could perhaps best be described as schizoid.
Even with good subjective post-operative results, it is the psychias
trist!s opinion that no marked change is seen in the patient's person-
ality limitations. Psychiatric consultation is always indicated for
the man who seeks cosmetic alteration.

Since 1937, plastic surgical procedures have been undertaken in
state and federal penal institutions. The hypotheses that physical
deformity is related to crime and that improvement in self image is
related to successful rehabilitation were confirmed. By 1966, twenty
two states were using plastic surgeons as a part of their rehabilita-

tion team. Many more states are considering this program now.
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CONCLUSIONS

Perhaps there is no other branch of medicine where the patient's
mental attitude is as impartant as it is in plastic surgery.

The prime goal of any plastic¢ procedure is the positive change
in the body image, either real or imagined, that it instigates.
There is a definite need for the plastic surgeon to be trained
in the assessment of the basic psychological aspects of his
patients, as it is his responsibility to sort out those patients
with primary psychiatric problems and direct them toward psy-
chiatric attention.

A psychiatric diagnosis of psychotic or neurotic reaction
pattern is reason to pause before deciding on a surgical pro-
cedure without surgical-psychiatric team management of the patient.
There is an obvious psychodynamic difference between the patient
who seeks surgical help for a serious, particularily a traumatic,
deformity and the patient who seeks it on account of a deviation
from the norm.

Psychiatric help for the parents of a deformed child may make the
difference between normal psychological development and a thwarted
personality.

Psychological problems are likely to be present in patients with
obvious traumatic deformities and are often overlooked by the
surgeon who is more concerned with the anatomical correction.

The men who seek cosmetic alterations are likely to be seriously
mentally ill. In all cases where the need for the operation is

not obvious, the request is vague, and the optimism for good
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results is exaggerated, they should be referred for psychiatric
evaluation as part of their pre-operative work-up.

Physical deformity is a causitive factor in the making of the
criminal. Removal of the defect is a factor in decreasing the
recidivism rate in a prison population.

Part of the good result from corrective operations pesformed on
the prisoners may have been due to the care, concern, and confi-
dence shown to them which they often do not find on the outside.
An interesting sequel to this survey of the literature will be
the psychiatric aspects of the heart transplant patients since
psychological problems are certain to arise as these procedures

become more successful,
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